The problem of occupying the mentally ill patient during waking hours has usually been considered a function of occupational therapy. In recent years music, art, and recreation, among others, have been added as additional "therapies." Conceptually, these all repose on the base of "keeping the patient busy all day" in a non-directive manner (1) . The methods and materials used in most hospitals are the same-weaving, sewing, crocheting, embroidering, etc., for female patients, and manual arts for men.
Azima, et al. (1) (2) (3) , have reviewed the problem of occupational therapy in psychiatry, noting the lack of an organized body of theory, the weakness of liaison between psychiatrists and occupational therapists, and the emphasis placed upon ego-strengthening. They have described the "central position of the object in occupational therapy" and have even suggested that the terminology be changed to "object therapy."
In the course of organizing a continuous treatment ward of 85 female patients into a therapeutic community, it became obvious that traditional occupational therapy was inconsistent with the aims of this new program. Patients complained that occupational therapy was "dead;" that they did the same thing again and again; that there was no incentivei.e., wages. Observations in the occupational therapy shop showed many of these criticisms to be correct. There was a certain amount of futility and resignation about the patients as they sat before the looms. Conformism and compliance were demanded of all participants although, in effect, the patients "were occupied." Any individual who wandered about or who was restless was returned to the ward.
In addition, no provision was made for patients who "did not want to go" or lResearch Division, Manhattan State Hospital, Ward's Island, New York 35, N.Y. once there "did not want to do anyt hing." More important, the rehabilitative phase of the patient's illness in terms of her post-hospital work adjustment was not considered.
We were struck by the lack of appreciation of the schizophrenic psychopathology in structuring the daily life on the ward; the absence of individual attention to specific details of each patient's symptoms and a non-recognition of the rehabilitative potential during the hospital stay.
In many European hospitals it was found that 1) there were few idle patients in the wards, 2) most patients were integrated into some meaningful work oftimes related to their regular vocation, 3) there was an unusual variability in production, ideas and methods, and 4) work was an important form of treatment on par with others, being designated as "ergotherapie," or "arbeitstherapie (4)."
Therefore, it was decided in 1958 to set up a work therapy programme in the research service of this hospital using a factory setting as the model. Two previous studies (5) (6) have noted the methodology, some of the problems encountered, and results. In this report, we propose to indicate further developments, the major problem areas that arose, the results to date, and some theoretical formulations. on duty. There was one psychiatric resident.
At present (1961), the average census is 55. There are no registered nurses, two practical nurses, and eight attendants. There are two residents besides the senior author. At the time of this writing, the ward is undergoing some reorganization in that more first admissions are received, and the average age is being shifted downwards from a previous mean of 37 years.
The major diagnostic group is schizophrenia. The majority of patients comes from a low socioeconomic, educational and cultural level. Very few finished high school, and only a rare patient completed one or more years of college. Factory or general office work comprises the main pre-illness vocation. Some patients are housewives. Some have held competent positions before becoming ill. At least 10% of patients have never worked and subsisted on an allocation from the New York City Department of Welfare.
The major treatment emphasis is on chemotherapy. Besides group and some individual psychotherapy, social interaction through group meetings form the core of the ancillary treatments. The ward, thus, operates as a therapeutic community (7) .
Observations
General. The shop has been in opemation since January 1959, although it was already operating on a part time basis for six months previously. Following action by the New York State Legislature (Chapter 394, Laws of 1959 of the State of New York) (6), it became much easier to secure additional contracts. In view of the "paper work" entailed with earlier arrangement, and the fear of legal entanglements, some contractors were loathe to sub-contract their work.
The labor union menace did not materialize, although this problem has arisen elsewhere. All of our work comes from marginal industries, where it is doubtful if unions do exist.
It was found impracticable, as done at first, to have patients handle the office routines. Finally, a rehabilitated alcoholic patient with previous office experience, when discharged from the ward, eagerly accepted this job. In the year of employment her work record has been excellent, and parenthetically she has not relapsed. The final accounting, billing and collections are done by the hospital business office. Purchase of supplies and equipment is made from the funds of the shop, thus constituting a financially independent unit within the hospital. It is essential in operating the shop along sound business principles that good cooperation exists with the hospital business officer. He can be extremely helpful in determining costs, fixing overhead, etc.
The working quarters should be away from the ward, thus creating in miniature, even though somewhat artificially, the realistic separation of home and work. The setting should be light, well ventilated, have adequate toilet facilities, room for smoking, coffee breaks, and should preferably not have bars upon the windows. The door of the shop should be open.
There have been no problems in securing work, and at times additional patients from other wards have been called in to help. There are, however, some slack seasons (af-ter Christmas and occasionally during the summer) when it becomes a problem to continue the policy of "daily occupation." Still unsolved is the need for a more varied type of work which could appeal to all patients. Theoretically, we would need three types of work-a) for the sub-acute patients, b) for the chronic patients, and c) for those in a phase of remission. The solution will depend, to a large degree, on securing entirely different types of contracts from those we have at present (i.e., electronic assembly).
The Personnel
As originally conceived, occupational therapists were assigned the key role to lead and coordinate the shop's activities. They were supposed to direct the patient's work, supervise and give special assistance to those acutely ill, and make clinical observations. They were to be responsible for the creation of a dynamic, diversified, meaningful and appealing arts and crafts programme. The latter was to serve two purposes (a) help patients too ill to coordinate and, thus, work in the shop, and (b) fill in when there was no work in the shop.
We felt that for seriously ill patients work with non-specific, non-anxiety producing, easily malleable vari-colored materials would serve as the basis for initiating object relationships at a phase of greatest ego-regression. In addition, the staff observed that when there was no work, patients "milled about," "appeared lost," "asked what to do," and "just lazed around." Consequently, a programme had to be developed to resemble, to some degree, the leisure time avocations of patients at home. This proved to be more difficult than anticipated in view of the low intellectual, socioeconomic and cultural levels of most patients, and the chronicity of the patient group at the time. As a matter of fact; this aspect of the programme is still unsatisfactory.
After 6-9 months, it became apparent that occupational therapists do not have the training, dynamic, imaginative and creative leadership nor theoretical foundation to fulfill the original aims. They were overwhelmed by the shop activity, found it difficult to follow the patients and look after the business aspects of the shop and, more seriously, could not develop the required leisure time programme for this type of ward.
Finally, the supervision of the shop was turned over to one of the practical nurses who was moved from the ward. In addition, three of the five regularly assigned attendants worked in the shop.
The adaptability of the latter group proved to be much easier than previously imagined. The transfer of ward staff from one duty to another must be carried out cautiously, judiciously, and only after a number of exploratory group sessions have been held. In the traditional custodial institutions, the attendant's role is one of passive adherence to rules and regulations. There is a certain caste system in which this role is strictly delimited. The workshop represents a direct antithesis and everyone cannot adjust; particularly those who cannot accept responsibility, lack initiative and are easily overwhelmed by "people in motion." Thus, it was eventually necessary to remove the first supervisor because of repeated complaints from patients, "She is too nervous and she yells at us for the slightest thing." The need for rapid decisions made her extremely anxious and eventually she, herself, requested a change of assignment.
The present group of attendants see their role in the shop as ego-satisfying.
("I consider myself as someone here to help them in any way I can," "I suppose just my being here helps some patients. It gives them someone to talk to. They don't always tell the doctors many things that bother them." One said, "I try to help them as much as possible, encouraging them, listening to their personal problems, such as when they are going home, why they can't stop walking, etc."). Most feel that if offered a choice they would remain in the shop. Nevertheless, they verbalized several problems, which will require much future work. In a way, although they wish "to help" they are not clear as to their exact role in the "helping process." Some would like to do more but do not seem to know how. Past indoctrination has prevented them from taking an active part in group discussions, and only through interviews with the social worker did these thoughts become available. The multiplicity of job positions they fill-working on the floor, helping in ceramics, working with seriously ill patients, checking incoming and outgoing orders-anay at times become confusing. It was hinted indirectly in these interviews that they might prefer assignment to only one task.
In view of the overall therapeutic approach, we decided that a social worker could 1p.ore appropriately synthesize the work program, rehabilitation and placement. For these reasons, a psychiatric social worker sees the patients during their hospital stay, appraises their work performance and clinical condition, arranges for D.V.R. consultation, helps in job placement and aids in follow-up (i.e., finding a room, etc.).
The Patients
Daily attendance varies between 35 and 40. About eight patients are occupied with ward housekeeping tasks. There are usually two or three whose symptoms are such that they cannot function in the shop and are kept on the ward. The rest either work in different hospital jobs or else are employed in the city and sleep in the ward (modified night hospital).
We have already reported the initial patient reactions to the shop. The prospect of a daily occupation appeals to those patients who are either relatively symptom-free and soon to leave or to the chronic patients, and least of all to the sickest and the psychopaths. In the latter groups, the negative feelings reflect directly the underlying psychopathology.
Work has meaning mostly to those who have done factory labour before and to housewives, and least to those with secretarial background or one of higher education. For those patients, we try and find work elsewhere in the hospital or assign them to help with the secretarial work in the ward.
The patients leave for the shop individually or in groups about 9.00 a.m., return at 11.30 a.m., and in the afternoon the hours are from 1.00 p.m. to 3.30 p.m. There have never been any episodes involving destruction of material. This was considered initially as a potential danger which, however, never has materialized.
Most patients accept the idea that work is an important part of their treatment.
The latter is already indicated in a personal letter each receives upon admission to the ward. In addition, this theme is then repeated constantly at various group meetings.
It was believed at first that work therapy might reduce the need for or even replace psychotropic drugs. This has not been confirmed. The primacy of drugs in treatment of the psychoses has been definitely established in this setting, as well as the great importance of the environment. In depression, the shop gives additional supporr to the patient.
When side effects develop, they interfere with the patient's effective functioning. The staff relates that akathisia prevents patients from sitting in one place; "walker" is the colloquial used to describe them. Some patients with tremors state that they "have difficulty in screwing the caps on bottles," etc. It was our feeling that this was more often than not the rationalization of negative wishes to work, and reflected the underlying psychotic illness. Unfortunately, the intellectual level of most patients does not lend itself readily to psychotherapeutic intervention. Nevertheless, it has been noted that the staff can intervene positively by working alongside of such individuals. One attendant said, "Take A.L.; she claims she can't sit long enough to do anything. If someone could stay with her throughout the day, she could work. If she felt that she could not always use medication and side effects as an excuse for not working, she would do better."
It was postulated that group relations in the shop, in itself, might make acutely ill patients more accessible and manageable, and even decrease the restlessness, agitation, delusional or hallucinatory thinking. Actually, in the acute phase the span of attention, ability to perform even the most simple integrative task or listen to instructions was greatly diminished. For awhile, one attendant was specifically assigned to these patients. The report usually was, "I stay with her all the time but she gets up, sits down, and walks around; I can't hold her attention." In addition, these patients tended to distract and make other patients restless.
It has been found that acutely ill patients who begin to hallucinate in the shop (particularly with ideas of destruction of self or of others) usually spontaneously ask to be returned to the ward.
On the other hand, depressed patients can be integrated into the shop setting. At times, this required urging on the part of the staff, and more often than not was successful. While the output was low, at least the social set, the work, and group support were of value to the patients. From an administrative standpoint, it was easier to keep these patients under observation in the group than on the ward.
It has been surprising to find how easily the long hospitalized patients adapted. They were among the most eager workers at the outset, still are, and sometimes in spite of incapacitating psychopathological symptoms perform well and earn a reasonably good salary.
The major difficulty was with the younger patients (16-23 years) who either never had worked before, or had been intermittently hospitalized and knew only the custodial institution where patients "sat all day" or when given honour cards "walked on the grounds." To them, the hospital was a place "to rest." The difficulty here was even deeper, since there were many concomitant sociocultural problems well beyond the scope of our work.
Throughout the period of this study, we have constantly asked ourselves these questions, "Do the patients accept the idea of work therapy?;" "would they work if there were no pay involved?" Through interviews, an attempt was made to find out how they "felt about it." These results have already been reported (5) (6) . In general, acceptance seemed to be good and at least 50% stated they would work even if no pay were involved. The theoretical anti-therapeutic effect of coercion with regard to attendance has already been raised (6) . For this reason, on September 23, 1959 at the Wednesday morning meeting it was announced that henceforth patients were free to work or not, as they wished. The patients were told that this would be another of the many experiments going on in the ward-but this one was in reply to their repeated complaints that they were "forced to go." P.W. (a 17 year old schizophrenic) said, "What's in back of your head, I'd like to know?" R.W. ( a 24 year old schizophrenic) said, "That's good psychology. If I don't go to the shop, I won't get week-ends. So I have to go anyway. Not going won't help me." H.P. (a 36 year old patient with a psychosis due to epidemic encephalitis> said, 'Well, will there be any punishment if we don't go? What will happen to all of the work that we have to do?" They were assured that there would be no retaliation, and that until further notice attendance in the shop would be optional. At the staff meeting that day, the following were excerpts of some opinions of the different participants: "This will confuse them. They don't know what they want. They are almost panicked. The dissenters are few in number. I don't think it's a good idea."
"It's a good idea for a short period only. I thought most wanted to go. It might be a good experiment for a short period of time." "I would have done it differently. The patients are like children. They must have directions." "The patients ask for supervision. They need it and are indirectly asking for pressure. If it lasts longer, we'll need a new orientation period. They are not confused, but suspicious. The paranoid trend shows quite clearly."
It was again emphasized to the staff that we were trying to make this a spontaneous movement. We would tell the patients what was most advisable for them and hope that they would follow through.
On September 25, 1959, 20-22 patients were in the shop, while the rest were wandering about the grounds. On September 29, 1959,the attendance was about one-half. One patient said, "You ought to send us like before. Those that don't go don't know what's good for them." On September 30, 1959, at the weekly meeting, the patients were grouped about seven feet from the leader. There was an animated discussion about the workshop with the most violent opposition coming from the sickest patients. Another meeting was held that afternoon, and the patients were advised that those who did not wish to go to the shop would have to choose some other form of occupation. This, however, was left to their discretion provided that it would occupy them all day and would have some value to them after their discharge. Again there was opposition, "Weare sick and here for a rest." Retrospectively, the opposition came from a handful of patients, who seemed to convey that they were speaking for the group. This, of course, was not true. Finally, by October 7, two weeks afterwards, attendance had returned to the previous levels.
A third series of interviews with 18 patients were done in November 1960 by the social worker and authors. The findings were similar to those previously reported. The negative feelings came from the younger patients. The other patients believed that the shop was "a good thing," "important to the patients," and gave them a sense of "accomplishing something." Without it, they felt they would be "lost," and "lonesome." One said, "When I'm nervous, I concentrate on my work there and soon I'm all right."
It must be added, finally, that the physician-patient interview in the hospital is fraught with artefact, and patients give information only after carefully distilling it to remove what they call "things that will keep me here." We are adopting now more and more the observation and interview technique at 'three levels-by the l!,l;ledical staff, nurse and attendants, and f~cial worker.
The shop offers a valuable observation post not available in the ward or in the interview. Here, the patient is seen interacting with others and functioning at the most effective level for a given period of the illness. The work record is a valuable prognostic indicator which sometimes antedates by many days an improvement or recrudescence of symptoms. For some, the shop has been a "training ground" that has enabled them to learn how ·"to work" and eventually progress to job training with D.V.R. For others, it has prevented deterioration of work habits existing before the illness.
Discussion
It is clear that specialized personnel are not required to operate a workshop. Since the concept is so new in this country, it seems almost preferable to choose and train regular ward staff with a good knowledge of psychiatry and patients. The problems arise where the job demands flexibility, initiative and creativeness. To a certain extent, European hospitals have a distinct advantage, since artisan training is commonplace and most people there have learned arts and crafts in their youth. Work is the focus of daily life and is fed over into the hospital. The simple yet ingeniously conceived shops in their hospitals can serve as models for those who wish to follow.
The solution rests upon continuous training and indoctrination with the new approach, coupled with the regular staff meetings. The interviews have suggested the need for a clear conceptualization of job role, personal status, aims and goals. The attendant must, more than others, be given a clear idea of what she had to do, how to do it, what to expect, and how to utilize the end result to the best advantage of the patient.
A social worker seems ideal to act as a liaison between the shop, the ward and the community. With her knowledge of the patient's illness, the family and cultural setting, as well as the different agencies available in the city, she is in the best position to coordinate the rehabilitation. A vocational rehabilitation counselor, as originally conceived, would only meet these requirements partially.
In our setting negative cultural influences upon the patient are apparent, for a majority have never sewed or knitted, and many even lack the rudimentary knowledge of homemaking arts. Even woodworking for male patients in occupational therapy is confined to the standard pieces-benches, trays, paint boards, etc.
Work therapy differs from occupational therapy in that it takes place as part of a total process (therapeutic community), rests upon continuous movement, has a realistic incentive (pay), and presents a goal-rehabilitation for the post-discharge period. Not only does it permit the patient to satisfy inner needs, but it fosters interpersonal relations.
Is work therapy really therapeutic? Analysis of patient responses and staff interviews indicates the affirmative, although the exact mechanism is still not clear. The two previous reports have noted the patients' responses, and the third series of interviews with 18 patients confirm these findings.
The psychiatric hospital's artificial environment has been recognized long ago, and custodialism is a symptom of this era. The shop becomes one function of a new environment which now is structured to be neutral, yet warm. It is supportive but does not create dependency. It is permissive but sets limits and boundaries for behavior. It is flexible, yet rigid enough to support the psychotic ego-structure which is in a continuous state of dissolu-tion~reconstruction. The shop, then, becomes therapeutic because it provides a continuum of these positive factors throughout the day. It is insufficient to use potent drugs, group and individual therapies, music, art and recreational therapies, and then leave the patient "to rest" for the larger part of each day.
The theoretical premise held here is that the schizophrenic ego has lost its boundaries and structure as well as its reality attachments and fixation. The psychotic patient is literally a rowboat adrift in mountainous seas without oars, compass or food. While the analytic hour or phenothiazine tablet may provide food, it still leaves a patient without direction or ability to move independently. The psychotic patient requires an extraordinary amount of support which .varies inversely with the degree of illness. This must be given continuously, all day long by physicians and nurse, and demands the highest and most sincere type of staff.
One of the major difficulties with most treatments is not so much their empiricism but their transitory nature in the eyes of the patient. Work, therefore, offers the patient a fixation point, a daily boundary, and a well marked path to follow. These parameters must be shifted as the illness becomes less severe and proceeds to resolution.
Since the reality of life is represented by human beings (interpersonal relationships) whioh have theoretically precipitated the breakdown, the return to reality should optimally take place via inanimate objects. To this end, work becomes therapeutic in that it permits an elementary primitive object fixation which is neutral and non-threatening in a supportive field. Here, we agree completely with Azima and collaborators in their evaluation of occupational therapy as really being object therapy. It is clear that the human being cannot live in a vacuum. The sensory isolation experiments give ample evidence of the effect of human deprivation from afferent stimuli.
Theoretically, the object selected for work should bear some relationship to the patient's psychodynamic structure if work should have a therapeutic value. Unfortunately, practical reasons do not always allow this optimum solution.
It is unquestionably true that each patient views work as a function of objects encountered in their own life experiences. Thus, to the young psychopath it is coercive and recalls the threatening destructive father figure; these patients will use all imaginable methods to avoid attendance, and when forced will rebel by either "acting out" or leaving without permission. To the passive, com-pliant schizophrenic, it is a way of pleasing mother-"look what I have done."
Curiously enough, while most of the work is done easily by patients, certain jobs are more agreeable and others more difficult. Putting pencils in cardboard holders was seen by one patient as "getting me nervous." One of the staff noted that, "their hands are shaking when they do the pencil job." Another said that sometimes she "did not like the kind of work we are doing." Gluing paper bands around rolls of paper was seen as being "messy," but more probably has a deeper psychosexual connation which we can only tentatively infer at present.
As the patients improve, they want to move from the simpler tasks to more complex jobs. This reflects very clearly a shift in ego organization from regression to restitution. The interview material suggests that non-gratification of this wish can be anti-therapeutic, for it may be conceived by the patient as rejection.
In an infantile way, it can initiate another cycle of illness. The ability to handle more complex objects indicates that the patient's inner organization has been strengthened and ego boundaries have become more sharp. This is also reflected through a greater ease in relating to the staff and other patients.
It will be essential if work therapy is to fulfill its role that a series of graded work tasks be available, from the simplest (folding plastic bags) to the most complex (soldering electronic circuits). This was stated clearly by a staff member, "The patients should be shifted from one job to another, depending upon their therapeutic progress. The jobs must be graded according to the patient's condition and followed carefully."
If more time were available, it is probable that important psychodynamic information could be secured from patients through their free associations to the work, the setting, etc. For the time being, reliance must be placed on the daily staff reports for such evaluation.
The study of Ayllon and Sommer (8) on "A Directive or a Permissive Ap-proach" is pertinent to the present one week period where patients were allowed to do as they wished. These authors found that "a permissive approach is inadequate as a method of encouraging regressed schizophrenic patients to engage in such activities as ..." They also found that increasing the number of staff "makes very little difference" in the number of patients who participate.
The abrupt fall in attendance following the equally abrupt institution of a "laissez-faire" attitude does not, we feel, indicate that a directive approach is authoritarian and coercive. Rather, it suggests, as indicated previously, that the schizophrenic patient lacking inner resources, strength, resiliency and adaptability, reacts to any rapid change by an equally rapid change. During the two week period, the patients not attending the shop wandered about the grounds, idled on the ward or slept. The schizophrenic inertia, aimlessness and difficulty in reestablishing object relations was in clear evidence.
Of course, it can be reasoned that the trial period was too short, and attendance might have leveled off after a number of weeks. The findings of Ayllon and Sommer support our feeling that this probably would not have occurred.
We believe, therefore, that the nature of the psychosis requires a directive approach which must, nevertheless, take into account the patient's wishes and must allow for a free expression of their feelings. Directiveness runs counter to the psychopathological manifestations and if employed properly is but another therapeutic tool. For these reasons, all patients must take part in work therapy with the provision, however, that they may suggest any other appropriate work.
Work therapy is not specific. For that. matter, psychiatric treatment must encompass all available approaches. It is pointless to use only a psychoanalytic or chemotherapeutic approach and abandon the patient to the illusion of being occupied by walks, games, knitting, etc. If psychoanalysis attempts to restructure the decompensated ego during the "hour," what happens during the other nine waking hours? For these reasons, work therapy is considered as the focus of the day's activities, acting as a matrix for the more specific forms of treatment.
Summary aud Conclusions 1. The structure of the workshop must be developed slowly after a considerable period of group discussion.
2.
A factory type workshop does not require specialized personnel nor an increase in the number of staff. pour lesquels elles sont remunerees, La mise en train de ce projet a suggere aux auteurs quelques reflexions qui font l'objet de cet article.
A directive approach is consistent
L'atelier sera situe, preferablemenr, dans un bdtiment different de celui ou les malades resident, afin de recreer une situation se rapprochant de celle de la vie reelle, II a ete impossible de garder a l'atelier les malades agitees: elles derangeaient leurs compagnes et n'en tiraient elles-memes aucun benefice. L'atelier ideal devrait offrir des taches de difficulte graduee selon l'etat clinique des malades; en pratique, il n'a pas ete possible d'obtenir des contrats aussi varies. La presence a l'atelier est obligatoire; une politique de laisser-faire mene rapidement au desoeuvrement, Lors d'une experience de regime libre, le taux de frequentation degringola rapidement a moins de 50%.
La desorganisation du Moi schizophrenique postule une structuration ferme du milieu si ce dernier se veut therapeutique. D'autres occupations sont prevues pour les malades auxquelles Ie travail d'atelier ne conviendrait pas. II n'a pas ete necessaire d'accroitre l'effectif infirmier ou d'engager des personnes specialisees: Ie transfert des aidesinfirmieres du Service (Ward) vers l'atelier a resolu Ie probleme, L'infirrniere en chef en a l'unique responsabilite.
Cette forme d'ergotherapie permet une reprise de contact avec la realite au moyen d'operations simples mais valorisees (remuneration), dans une ambiance benefique mais structuree,
